90-400 APPENDIX C. FORM CW 5
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Do not complete this form unless one of the following is known:

* Veterans Social Security Mumber and Date of Birth

* Military Serial Number
* Veterans Administration (VA) Claim Number

Hame and Address of County Veterans Service Office
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You and any member of your household for whom you are applying for aid
must give us the Social Security Number(s) (S3MN). The 35N(s) are used to
determine your eligibility and failure to cooperate may result in denial or
discontinuance of aid. Authority: 45 Code of Federal Regulations Section
205,52, and Welfare and Institutions Code Section 11268(a).
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SECTICN I

I hereby authorize the welfare department to release the above information fo the County Veterans Service Office and the Veterans
Administrationfor purposesof identifying or obfaining benefits available to the personsidentiffed above, I alzo authorize the County Veterans
Service Office and Veterans Adminiztration fo release their findings (to be nofed below).
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SECTION IV (To be compieted by the County Welfare Department and the County Veterans Service Office)

The County Welfare Departmentrequests the County Veterans Service Office to:
O Verify any VA benefits received by the veteran andior dependent(s): O Determine veteran/dependent’s eligibility for veteran's benefits:
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